Fifty-five million Americans speak an NEPL, but little is known about health disparities for NEPL children.
tions and provided an estimate of questionnaire length. The second pretest incorporated questionnaire revisions based on the first pretest and was designed to ensure that all systems were functioning properly before beginning the study.
Sampling Procedures and Response Rate
Random-digit-dial sampling was conducted of households with children Ͻ18 years old from all 50 states and the District of Columbia, with 1 child randomly selected from each household as the survey subject. The survey respondent was the parent/guardian who knew most about the child's health care. The goal of the NSCH was to select representative samples of children Ͻ18 years old in each state. The target number of interviews was set at 2000 per state to permit reasonably precise estimates of the characteristics of children in each state. Sufficient precision was defined as a maximum relative standard error of 5% for point estimates of 20%. This same level of precision can alternatively be defined as a 95% confidence interval (CI) no wider than 5 percentage points for all point estimates. 3 NSCH interviews were conducted in Spanish and English; the Spanish version of the NSCH was produced by a professional translator and then evaluated for accuracy and cultural appropriateness by a team of experienced Spanish interviewers and supervisors. 3 The 6035 Spanish interviews comprised 2.5% of all screened households and 5.9% of all NSCH interviews. Of the 7912 children living in households with an NEPL, 83.3% (n ϭ 6591) lived in Spanish-language households. If a contacted household was not able to respond in Spanish or English, it was excluded from the NSCH, because neither translated questionnaires nor trained interviewers proficient in languages other than English or Spanish were available. Thus, households designated as using an NEPL needed to have an English-or Spanish-speaking member available to be interviewed. Therefore, it was possible to include households in which neither English nor Spanish was the primary language spoken at home but the interviewee had sufficient English or Spanish proficiency to conduct the interview. NSCH data are not available on the specific non-English language spoken at home (because these data were not collected) or whether response rates differed according to the primary language spoken at home. The NSCH did not collect data on the immigration status of the interviewee or the index child; no additional information is available in NSCH documentation on the reason for this decision.
There were 102 353 NSCH interviews completed in [2003] [2004] . The screener-completion rate, which only measures the proportion of known households in which a resident reported whether any child lived in the household, was 87.8%. The interview-completion rate, a measure of the proportion of completed NSCH interviews among known households with children, was 68.8%. The resolution rate, indicating the proportion of telephone numbers that could be positively identified as residential or nonresidential, was 91.6%. The overall response rate (the product of these 3 rates) was 55.3%, which is comparable with the overall response rates of recent national surveys of children's health, including the National Survey of Children With Special Health Care Needs (overall response rate: 61.0%) 4 and the National Survey of Early Childhood Health (overall response rate: 65.6%). 5 Estimates based on sampling weights generalize to the noninstitutionalized population of children nationwide. 3 Sampling weights also adjust for households with multiple telephone lines and for nonresponse bias, including for households without telephones, with multiple children, and with unknown household status/eligibility. All data presented herein are weighted estimates using NSCH sampling weights.
Analysis
In the NSCH, the interviewee was asked, "What is the primary language spoken in your home?" Response choices included: English, Spanish, any other language, don't know, or refused. The primary-language-spokenat-home variable was dichotomized as English or nonEnglish. The NEPL spoken at home could be any language other than English. NSCH data were unavailable on the specific non-English language spoken at home. Outcomes included 23 measures of medical and oral health status, 14 measures of access to medical and dental care, and 11 measures of use of medical and dental services. Parental ratings of child health status customarily are considered to be an acceptable proxy for child health status and have been shown to be significantly associated with utilization of a broad array of pediatric health services, 6 and high agreement has been documented between parental reports of child health events and true occurrences. 7 Bonferroni adjustments were not made, consistent with published guidelines, 8 because a specific a priori hypothesis was tested (that NEPL children and those who speak an English primary language at home [EPL] significantly differ in medical and dental health, access to care, and use of services, after adjustment for relevant covariates) for each dependent variable rather than testing a universal null hypothesis or conducting an analysis without any a priori hypothesis. The child's BMI was calculated on the basis of the child's weight and height as reported by the parent or legal guardian; overweight was defined as a BMI of Ն95th percentile for the child's age and gender, at risk for overweight was defined as a BMI at the 85th to 94th percentile for the child's age and gender, and underweight was defined as a BMI of Յ5th percentile for the child's age and gender. Sporadic insurance was defined as having but then losing health insurance at any time during the previous 12 months. Although 1 NSCH question addressed interpreter availability, only bivariate analyses could be performed for this outcome because of limited sample sizes.
We examined the association of NEPL with sociodemographic characteristics and with outcomes. Among NEPL children, we examined the association of children's race/ethnicity (according to parental report) with sociodemographic characteristics and outcomes on the basis of our a priori hypothesis that significant intergroup differences would exist. The only racial groups with sufficient sample sizes for analyses were Latinos, whites, and Asians/Pacific Islanders (APIs). Because the sample sizes for many bivariate comparisons were large, giving them a high likelihood of being statistically significant, the reporting of specific bivariate findings includes qualifying terms to designate those statistically significant differences that are considered to be of clinical significance (ie, differences of approximately Ն5 percentage points) and those statistically significant differences that are considered to be clinically insignificant (ie, differing by only a few percentage points).
Multivariable analyses were conducted to adjust for relevant covariates (ie, factors that might confound the relationship between primary language spoken at home and the outcome variables, or race/ethnicity and the outcome variables among NEPL children). Covariates examined included the child's age, race/ethnicity, and medical or dental insurance coverage, caregivers' highest educational attainment and employment status, the number of children and adults in the household, and household income. All multivariable analyses were multiple logistic regressions performed by using forward stepwise procedures, with the initial ␣-to-enter set at . 15 . The results of these multiple logistic regressions are expressed as odds ratios (ORs) with corresponding 95% CIs; as is customary, any adjusted OR is statistically significant when the 95% CI does not include 1.00. Only significant multivariable results are listed in the tables and summarized in the text.
Stata 89 was used for all analyses. Pearson's 2 test statistic was used to test for independence between primary language categories or racial/ethnic groups and discrete factors. To account for the complex survey design, the statistic was turned into an F statistic with noninteger degrees of freedom by using a second-order Rao and Scott correction. The t statistic was used to compare the means of continuous factors, with degrees of freedom equal to the total number of primary sampling units minus the total number of strata.
RESULTS

Sociodemographic Characteristics
NEPL children were younger than EPL children (Table 1) and substantially more likely to be Latino or API. The parents of NEPL children were 10 times more likely to have not graduated high school. NEPL children lived in households with larger numbers of children and adults, but NEPL household members were less likely to have full-time employment. The parents of NEPL children were Ͼ10 times more likely to be foreign-born, but three quarters of the NEPL children were US-born. NEPL households were Ͼ3 times more likely than EPL households to be poor, and approximately two thirds of NEPL households were poor or near poor, compared with one third of the EPL households.
Primary Language and Medical and Dental Health Status
NEPL children were substantially more likely to be in fair or poor health (Table 2) . Overweight/at risk for overweight (OARO) occurred in almost half of the NEPL children but in just over one third of the EPL children.
For 15 conditions, NEPL children had a significantly lower prevalence than EPL children (ie, NEPL children actually had a lower disease burden than EPL children). Fair/poor teeth condition occurred more often in NEPL children than EPL children (27% vs 7%).
Primary Language and Access to Medical and Dental Care NEPL children were substantially more likely than EPL children to have no health insurance (27% vs 6%) (Table 2). Approximately half of the NEPL children had public insurance (equivalent to 4 237 168 US children) compared with approximately one quarter of the EPL children, whereas only one quarter of the NEPL children were privately insured versus more than two thirds of EPL children. NEPL children who also were approximately twice as likely as EPL children to have had sporadic health insurance and no dental insurance. NEPL children were almost 3 times more likely to have had no usual source of care (USC), and parents of the NEPL children were more likely to report that their child's USC never/sometimes spent enough time with the child, explained things in an understandable way, and was able to provide needed telephone help or advice.
NEPL children were somewhat more likely to have not received all needed medical care ( Table 2) . Unmet medical care needs were more likely to be due to cost and uninsurance for NEPL children and due to health plan problems for EPL children. Problems obtaining specialty care were reported for 40% of the NEPL children versus 22% of EPL children, and problems obtaining special therapy were reported for 42% of the NEPL children and 28% of EPL children. NEPL children were more than twice as likely to have unmet dental care needs and significantly more likely to cite health plan problems and not knowing where to go for treatment as reasons for unmet dental care needs. NEPL children also had a slightly greater unmet prescription medication need.
Primary Language and Use of Medical and Dental Services
NEPL children were more likely in the previous year to have made no medical visit, no preventive care medical visit, and no preventive care medical visit with the USC, and to have made no preventive care medical visit with the USC in the previous 2 years (Table 2 ). In contrast, EPL children were more likely to have made emergency department (ED) visits, received mental health care, and used prescription medication in the previous year and to have needed/used prescription medication at the time of the survey. The NEPL children were more likely to have never seen a dentist, to have gone more than 1 year since the last dental visit, and to have had no routine preventive dental visit in the previous year.
Race/Ethnicity, NEPL, and Medical and Dental Health Status
Latino NEPL children were more likely to be in fair/poor health and to have teeth in fair/poor condition (Table 3) . Latino NEPL children also were more likely to be OARO (50%) and to have learning disabilities, behavior problems, or emotional, developmental, or behavioral problems that needed treatment or counseling. API NEPL children were less likely to have hearing/vision problems, and white NEPL children had a higher prevalence of attention-deficit/hyperactivity disorder (ADHD). No racial/ethnic disparities were noted for other conditions. Race/Ethnicity, NEPL, and Access to Medical and Dental Care Latino NEPL children had the highest rates of uninsurance and public insurance coverage (Table 3) , whereas most API and white NEPL children were privately insured, and there were no differences in sporadic insurance. A high prevalence of lacking dental insurance occurred in all groups, but Latino NEPL children had the highest rate at 41%. Latino children were substantially more likely to have lacked a USC, and parents of Latino and API children more often reported that the USC does not spend enough time with their child. The only other significant difference in access was problems obtaining specialty care, which affected approximately two thirds by guest on April 10, 2017 Downloaded from of the API children, half of the white children, and one third of the Latino children.
Race/Ethnicity, NEPL, and Use of Medical and Dental Services
Although there was a nonsignificant overall 2 value for having had no medical visit in the previous year, pairwise comparisons revealed that the API and Latino children had a significant higher risk than the white children (Table 3) . Receipt of mental health care was higher among Latino and white children versus the API children. Dramatic differences were documented in the need for an interpreter to speak with the child's health care provider, with one quarter of the Latinos having required interpreters versus 6% of the white and 0.2% of the API children.
Multivariable Analyses
Compared with EPL children, NEPL children had significantly greater adjusted odds of the health status and teeth condition not being excellent/very good (Table 4) . In contrast, NEPL children had significantly reduced odds for 15 health conditions. NEPL children had significantly reduced access to medical and dental care for multiple indicators (Table 4) . Compared with EPL children, NEPL children had ϳ3.5 times the odds of having had no medical insurance, double the odds of having had sporadic insurance, and twice the odds of having had no dental insurance. NEPL children had approximately twice the odds of having had no USC, and the USC never or only sometimes spent enough time with the child, explained things in understandable ways to parents, and provided needed telephone help or advice. The NEPL children had ϳ5 times the odds of unmet medical care needs due to an inability to find a doctor that accepted the child's medical insurance, 10 times the odds of unmet medical care needs due to dissatisfaction with the child's doctor, and almost double the odds of a problem obtaining specialty care. NEPL children had approximately double the odds of EPL children of unmet dental care needs and more than triple the odds of unmet dental care needs due to the dentist not knowing how to treat or provide care. NEPL children had lower odds for only 1 access indicator: needing but not receiving a prescription.
Compared with EPL children, NEPL children had significantly greater odds of having made no medical visit or preventive care medical visit in the previous year and no preventive care medical visit in the previous 2 years, having received no mental health care in the previous year, and going more than 1 year since the last dental visit (Table 4 ). In contrast, NEPL children were less likely to have made an ED visit in the previous year and to have needed/used prescription medications.
Among the NEPL children, certain significant differences were noted among racial/ethnic groups (Table 5) . Compared with white children, Latino children had triple the odds of their health status not being excellent/ very good, double the odds of being OARO and their teeth condition not being excellent/very good, and 14 times the odds of bone/joint/muscle problems but reduced odds of ADHD. Compared with white children, API children had reduced odds of needing/obtaining special therapy and having learning disabilities, hearing/ vision problems, ADHD, developmental delay, and speech problems.
Compared with white NEPL children, Latino NEPL children had significantly greater odds of having had no medical insurance, no USC, a USC that never/only sometimes spent enough time with the child, unmet dental care needs, having needed but not receiving prescription medications, and having needed interpreter services. API children were more likely than white children to have had a USC that never/only sometimes spent enough time with the child and explained things to parents in understandable ways, unmet dental care needs, no medical visit in the previous year, no preventive medical care visit in the previous year, no preventive medical care visit with the USC in the previous 1 or 2 years, and no mental health care in the previous year and having needed but not receiving prescription medications but lower odds of having needed interpreters.
DISCUSSION
More than 10 million US children live in NEPL households. 2 Study findings have revealed that three fourths of NEPL children are US-born, making most of them US citizens or eligible for citizenship. However, NEPL children are substantially more likely to live in poor or near-poor households, with more than two thirds being poor/near poor versus one third of EPL children. Low income is a known risk factor for adverse health outcomes in children, 10 suggesting that clinicians who care for NEPL children should inquire about family income and ensure access to programs associated with improved outcomes for poor children, including Head Start, 11 the Supplemental Nutrition Program for Women, Infants, and Children, 12 and school nutrition programs. 13 NEPL children are significantly more likely than EPL children to have suboptimal health and dental status but have lower odds of 15 health conditions. Reasons for this paradox are unclear. Because many of the 15 conditions require a health care provider's diagnosis, this paradox could reflect a relative underdiagnosis of specific conditions as a result of significantly reduced access to care for NEPL children. An analogous phenomenon has been reported for childhood asthma, in which racial/ethnic minority groups in the United Kingdom have been found to have a higher risk of both underdiagnosis and undertreatment. 14 It also has been hypothesized that a higher risk of underdiagnosis of language disorders exists among bilingual children due to language evaluations not being conducted because of the belief that language tests for bilingual individuals are not available and due to misattributing language delays to normal bilingual development. 15 Alternatively, lower rates for at least some specific conditions could be related to the "healthy immigrant effect," in which lower acculturation has been associated with better outcomes for several child health indicators. 16 Additional studies clearly are needed on this intriguing paradox.
NEPL children have a significantly higher risk of impaired access to health and dental care, including greater odds of uninsurance, sporadic insurance, no dental insurance, no USC, problems getting specialty care, and unmet dental care needs. Providing all children with health and dental insurance could significantly reduce access barriers to health and dental care for children who speak an NEPL. Studies have documented that uninsured children experience improved health care access and outcomes after obtaining coverage under the State Children's Health Insurance Program (SCHIP). 17, 18 However, parents of uninsured NEPL children often were unable to insure their children because of a lack of knowledge about insurance programs, language barriers, immigration issues, hassles, misinformation from insurance representatives, and system problems. 19 A randomized, controlled trial, 20 however, demonstrated that community-based case managers are substantially more effective in insuring uninsured children than traditional Data were adjusted for child's age and medical insurance coverage, caregiver's highest educational attainment and employment status, number of children and adults in the household, and poverty status. a Data were adjusted for dental, rather than medical, insurance coverage and child's age, caregiver's highest educational attainment and employment status, number of children and adults in the household, and poverty status.
Medicaid/SCHIP outreach and enrollment; most children in this study were from NEPL households, so community health workers may prove useful in eliminating insurance-coverage disparities for NEPL children. Non-insurance-related barriers, however, seem to significantly hamper access to care for NEPL children even when those children have insurance coverage and a USC. NEPL children have significantly greater odds of unmet medical care needs because of dissatisfaction with physicians and because a physician cannot be found who accepts the child's insurance, and they have triple the odds of unmet dental care needs because of their dentist not knowing how to treat them or provide care. These findings are consistent with previous research that found that nonfinancial barriers play a major role in impaired access to care for Latino children, including language barriers, cultural issues, transportation problems, difficulty making appointments, and inconvenient clinic hours. 21 Providing optimal access to care for NEPL children will require addressing these nonfinancial access barriers through such measures as improved access to medical interpreters, enhanced cultural competency, and redesign of health care systems so that they are more family centered and convenient.
NEPL children are significantly more likely to not receive essential health and dental care services, including yearly preventive care medical visits and dental visits. Almost 1 in 3 children who speak an NEPL (3 million) have not made a preventive medical visit in the previous year, and more than 1 in 3 children (3.8 million) have gone Ͼ1 year since their last dental visit. Higher risks of lacking medical and dental insurance and encountering nonfinancial barriers to care may account for the lower receipt of essential health and dental care by NEPL children. These findings suggest that special efforts, such as targeted education and outreach, may be needed to ensure that NEPL children receive regular preventive medical and dental care.
Certain noteworthy disparities in the quality of care were noted for NEPL children. Parents of NEPL children are significantly more likely than those of EPL children to report that their child's USC never or only sometimes spends enough time with the child, explains things in an understandable way, and is able to provide needed telephone help or advice and that their child had unmet dental care needs because of dentists not knowing how to treat them or provide care. Problems with the quality of care provided by the USC may at least in part be related to language barriers, which have been shown to result in a higher risk of impaired communication, lower patient satisfaction, adverse outcomes, and compromised patient safety. [22] [23] [24] These disparities in quality, thus, might be reduced by enhancing access to trained professional medical interpreters and bilingual health care providers, which has been shown to be associated with optimal communication, the highest patient satisfaction, the best outcomes, and the fewest interpreter errors of potential clinical consequence. 22, 23 In contrast, it is unclear why NEPL children have a greater risk of unmet dental care needs due to dentists not knowing how to treat them or provide care; additional research is warranted on both the causes and remedies for this quality deficiency.
The primary language spoken at home in NEPL households in the US is predominantly Spanish (62%), followed by other Indo-European languages (19%) and API languages (15%). 25 Compared with white NEPL children, Latino and API children have several unique disparities of note for clinicians and policy makers. Latino NEPL children have higher adjusted odds than white NEPL children of suboptimal health status and teeth condition, overweight, OARO, bone/joint/muscle problems, lack of medical insurance and a USC, and unmet dental and prescription needs. These findings suggest the need for careful screening of Latino NEPL children for these disparities during medical and dental visits. In addition, 1 in 4 Latino NEPL children and their families require medical interpretation, equivalent to more than triple the odds of white children needing interpretation, so it is especially important to screen for limited English proficiency (LEP) among Latino NEPL children and their families and to provide trained medical interpreters or bilingual providers to those with LEP. Compared with white NEPL children, API NEPL children have significantly reduced odds of several medical conditions but greater odds of impaired access to care, unmet need for prescriptions, and lower receipt of medical and mental health care services. The findings of reduced access and receipt of health services and needed prescriptions are consistent with those from recent research both on API children experiencing language barriers and disparities for API children in general. 26, 27 Certain study limitations should be noted. The NSCH examined only the primary language spoken at home and not LEP; research has documented that LEP is a more useful measure of language barriers than the primary language spoken at home in examining disparities in health and health care. 28 Disparities identified in our study, therefore, may be of greater magnitude among children and families with LEP. Certain disparities could be caused by racial/ethnic, linguistic, or cultural differences among groups in recognizing or admitting unmet health care needs. The study findings (including children's weight and height) were based on self-report by the parent or legal guardian and, thus, could be subject to bias or might vary from health care provider reports or laboratory data (were such reports or data available). NSCH data were available for Ͼ8400 API children, distinguishing the NSCH as having the largest identified sample of API children of any child-specific nationally representative database to date. Nevertheless, the sample size was relatively small for the subsample of API children who spoke an NEPL (181), so it would be useful to confirm our study findings in larger primary data sets and increase the sample size of API children who speak an NEPL in future large national databases. Although we examined whether there was any medical visit or preventive medical visit in the previous 12 or 24 months for all children, we did not examine the proportion of each racial/ethnic group who met American Academy of Pediatrics recommendations for age-appropriate well-child care visits, which is a topic that should be examined in future analyses.
Data on the immigration status of the children and parents were not available in the NSCH; studies have shown that low-income children in immigrant families and those who are immigrants themselves have high risks of lacking insurance and having impaired access to care. 29 On the other hand, a recent study 28 revealed that having parents with LEP was significantly associated with higher adjusted odds of children being uninsured, having suboptimal health status, and experiencing impaired access to care even after adjustment for parental immigration status and other relevant covariates, but this was not the case for NEPL, so additional studies are warranted of the impact of NEPL, LEP, and parental and child immigration status on child health outcomes.
Another limitation was that the NSCH was administered only in English and Spanish, so NEPL households with primary caretakers who did not speak English or Spanish were excluded. NSCH data on NEPL households, therefore, may not completely generalize to NSCH households in the United States because of the exclusion of non-Spanish-speaking LEP households; thus, the findings may underestimate disparities for the API and other non-Latino children. The latest US Census data, however, indicated that the study findings should generalize to at least 85% of NEPL households, because only 15% of those in NEPL households both have LEP and speak a language other than Spanish at home. 30 In addition, 83.3% of children in NEPL households in the NSCH spoke Spanish. 2 Thus, estimates from the US Census 30 (documenting that 60.8% of non-Spanish-language NEPL households are English-proficient) indicate that the NSCH data should generalize to 93.5% of NEPL households with children in the United States (83.3% [the proportion of Spanish-language NEPL households] plus 10.2% [the 60.8% of the remaining 16.7% of NEPL households with a language other than English or Spanish spoken at home but with an English-proficient parent or guardian]). A final NSCH limitation was that sample sizes were insufficient to examine the association of needing but not obtaining interpreters with health and dental outcomes.
Certain study strengths also should be noted. The NSCH represents the largest and most diverse national database to date that contains data on the primary language spoken at home. In addition, this is the first analysis, to our knowledge, that comprehensively examined the impact of NEPL on medical and dental health, access to care, and use of services in a nationally representative sample of US children.
Analysis of this large, nationally representative database revealed that, compared with EPL children, NEPL children experienced multiple disparities in medical and oral health, access to care, and use of services. A key first step in identifying, monitoring, and eliminating these disparities is the routine collection by health care institutions and systems of data on the primary language spoken at home and LEP for all patients. Recent surveys of US hospitals 31, 32 revealed that only 39% to 60% of hospitals routinely collect any kind of language data on patients, recording language information is highly variable across hospitals and rarely is a required data-collection field, and there is little consistency in the type of data collected, suggesting that disparities may persist for NEPL children until improvements are achieved in language data collection.
CONCLUSIONS
Compared with EPL children, NEPL children experience multiple disparities in medical and oral health, access to care, and use of services. NEPL children are substantially more likely to live in low-income households, suggesting that clinicians who care for NEPL children should inquire about family income and consider referrals to programs documented to benefit poor children, including Head Start, the Supplemental Nutrition Program for Women, Infants, and Children, and school nutrition programs. NEPL children are at significantly higher risk of impaired access to health and dental care, including preventive and specialty care, and ensuring that all NEPL children have health and dental insurance may substantially help reduce financial barriers to care but may require innovative outreach and enrollment interventions such as using community health workers. NEPL children also face several nonfinancial barriers to health and dental care access, and the elimination of such barriers may necessitate improved access to medical interpreters, better cultural competency training, and more family-centered health care systems. Compared with white NEPL children, Latino and API NEPL children have several unique disparities of note for clinicians and policy makers; Latino NEPL children have higher risks of suboptimal health status and teeth condition, overweight, lack of medical insurance and a USC, unmet dental and prescription needs, and the need for interpreters, and API NEPL children have higher risks of impaired access to care, unmet need for prescriptions, and lower receipt of medical and mental health care services. NEPL children experience disparities in the quality of medical and dental care, which, at least in part, may relate to language barriers, and therefore may be responsive to enhanced access to medical interpreters and bilingual health care providers. To rectify these errors, analyses for Asian/Pacific Islander and Native American children were re-run using the non-public NSCH dataset, which does provide nationally representative estimates for both groups. These revised analyses did not alter any of the major study conclusions; a brief textual summary of changes is provided below for each table. The revised tables (listing only those changes from the original tables) are available from the authors upon request. Table 1 : Estimates changed by 0 -3.0, and only one, non-significant P-value changed (for gender), from 0.11 to 0.14. Table 2 : Estimates changed by 0 -9.5, 10 significant P-values changed but remained significant, and six non-significant P-values changed but remained non-significant. Table 3 : Estimates changed by 0 -10.0, except for when interpreter needed, able to get someone other than family member to interpret, which changed by 2.8 -73.9. The P-values for behavior problems, any problems getting specialty care, and received mental health care in last 12 months changed from significant to non-significant. Four P-values changed from non-significant to significant (for needs/gets special therapy, bone/joint/muscle problems, digestive allergies, and insured sporadically in last 12 months). Twenty-four significant P-values changed but remained significant, and five non-significant P-values changed but remained non-significant. Errors also were identified in the original values for all three racial/ethnic groups for behavior problems, bone/joint/muscle problems, and diabetes, and for whites in private health insurance coverage, and these have been corrected. Table 4 : The estimates changed by 0 -0.77, and two odds ratios (ORs) were no longer statistically significant (for unmet dental care needs due to dentist not knowing how to treat or provide care, and no preventive care medical visit in last 12 months). Table 5 : ORs changed by 0 -5.97, except for no mental health care in the last 12 months, which changed by 71.28. For Asians/Pacific Islanders, one OR (teeth condition not excellent/very good) changed from non-significant to significant, and six changed from significant to non-significant (developmental delay, usual source of care never/ only sometimes explains things in way you can understand, no preventive care medical visit in last 12 months, no preventive care medical visit with usual source of care in last 12 months, no preventive care medical visit with usual source of care in last 24 months, and no mental health care in last 12 months). 
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